foetus, which bulged the moment the base of the uterus was divided. The two principal tumours had evidently grown rather rapidly after marriage, though there was a history of their existence four years before, and in a sulcus between themi-(see fig.) the lower portion of the ileum was gripped firmly, the distal portion being eimipty, the proximal much distended and of a deep purple colour, but not gangrenous. There were flakes of lymph and a considerable quantity of turbid fluid in the peritoneal cavity. The uterus was removed, leaving only the cervix; but the pulse never picked up, and she seemed gradually to become weaker and died about thirty-six hours afterwards.
It is an instructive case as showing one grave source of danger during a period of what might appear otherwise a justifiable awaiting of events.
Parovarian Cyst with Intracystic Haemorrhage from Torsion of the Fallopian Tube.
By ALBAN DORAN, F.IR.C.S. M. S., AGED 47, a laundress, applied to Dr. Drummond Maxwell, in the out-patient departtment of the Samiiaritan Free Hospital on June 19, 1908, on account of attacks of acute pain in the left iliac fossa to which she had been subject for somne years. They were associate(d with bearing-down pains in the rectumii. The last and worst attack began on June 6 and lasted for five days. A Imlass was detected in the left fornix, and she was admitted at once into miiy wards in the hospital.
The patient had been married twenty-nine years and had borne fourteen children. The last confinement occurred in November, 1904. The periods were becoming irregular, the intervals during the past two years ranging from two weeks to six months. A scanty show had been seen a few weeks before admission. There was no history of any severe illness or bad puerperium. The child delivered in 1904 was born dead, but the labour and puerperium were uncomplicated. The tenmperature was normal, the pulse 84, regular, and of small volume. There were varicose veins in both legs extending upwards to the thighs. The patient was a strong, muscular wonman. The abdominal walls were lax; no tumour could be detected above the pelvic brim. The uterus was retroverted, but easily reducible; its cavity measured 3' in. A mass occupied the left fornix, encroaching on Douglas's pouch. It was tense and felt as though it were fixed to the adjacent structures; on rectal examination it was found to lie anterior to the bowel. I operated on June 24, with the assistance of Dr. Vernon Monckton, Dr. Belfrage administering the anaesthetic. There were no adhesions above the brim of the pelvis. At first sight the uterus and appendages appeared normal in position and condition. I raised the right Fallopian tube and ovary, and found them free from adhesions. On raising the left appendages I saw that the mass lay below, connected with them. I passed my hand under the mass and it came up easily, being but lightly adherent to the peritoneum forming Douglas's pouch. Such is often the case with tumours and diseased appendages which feel fixed when examined before abdominal section. Some old blood issued from what I took at the time for a breach in its surface. Its pedicle was the inner part of the Fallopian tube, twisted three turns from left to right. The tube ran on to its surface, and the outer extremity of the left ovary, not involved in the torsion, abutted on the inner aspect of the mass.
The tumour was a thick-walled cyst hardly as big as a tennis-ball; its surface was ochreous in colour. Owing to the relations, as above described, I had no difficulty in removing it, with the tube and ovary. The patient made a speedy recovery.
The parts removed were sent to the Royal College of Surgeons, and were examined by Mr. Shattock.
DESCRIPTION OF THE SPECIMEN.
The parts removed consisted of the tumour with the greater part of the left Fallopian tube and ovary. The tumour was made up of two oval cysts, very unequal in size, and separated from each other by a marked constriction. The larger and more external measured 3 in. in length by about 21 in. vertically and antero-posteriorly. The surface was perfectly smooth and of a dull yellow colour. The outer part of the Fallopian tube was stretched over the upper portion of the cyst; the ostium opened externally in the manner usually seen in " parovarian" cysts, and from the ostium the ovarian fimbria ran along the inferior aspect of the cyst towards the ovary. The inferior part of the cyst wall has been cut away, with a great portion of the ovarian fimbria, in order to expose the interior. The smaller and more internal cyst measured 4 in. in length by I in. in thickness. Its inner extremity touched the ovary; the Fallopian tube ran over its upper, and the ovarian extremity of the ovarian fimbria over its lower aspect.
0Doran: Parovarian Cyst
On section, the wall of the larger cyst was found to consist of greatly thickened and intimately adherent mesosalpinx, of a deep red laimina, which was the proper wall thickened and infiltrated with blood, and of a (listinet, perfectly smiooth and transparent inner lining. The cavity of the cyst contained a recent blood-clot, mostly deep red, with paler parts, evidently fibrin from which the coloured corpuscles had disappeared. The clot did not adhere very firmly to the smooth lining inembrane. The wall of the smaller cyst and its contents precisely resembled the wall and contents of the larger cyst. Their cavities did not comnmunicate. The ovary was small and showed signs of atrophy. It was torn during removal, as its substance was friable. The middle portion of the Fallopian tube was greatly elongated and twisted, but its cavity was neither obstrueted nor dilated.
The blood, which at the operation seenmed to issue from-l the cyst, reallv came fromii the ostium. The eyst and the luimien of the tube, however, did not commiiiiunicate.
IREMARKS.
The swelling in the left fornix seerned as though firmilly fixed when examined bimanually, yet in reality it was but lightly adherent. The same was the case in three instances where I recently removed a diseased tube and ovarv. This fallacious appearance of apparent fixation of a tumour hardly adherent at all may lead us to suspect tubal pregnancy, as a tubal cyst soon becomes fixed. The irregular menstruation was in this case the forerunner of the mienopause. When I raised the tumour, blood issued, as I thought, fronil a breach in its surface, but really from the ostiumn of the tube, so that until I had leisure to examine the parts removed very carefully, I fancied that the tumour might be a tubal sac, rupturing into the miiesosalpinx, after all.
As a small cyst in the mesosalpinx is relatively heavy and very inovable it is strange that a specimen like that which I exhibit is rather uncommon. A case was recently reported by Fabricius, of Vienna.' The tube was twisted and reduced to a thin string, the ovary was not involved and lay close to the uterus, which bore a fibro-inyomna and was removed with the appendages. Pseudo-ileus followed; Fabricius suspected that he had carried infection from another case of axial rotation, where the cyst was ovarian and filled with putrid bloody fluid. The abdominal wound was opened again and the distended intestine Zentralbl. f. Gynt., 1908 Gynt., , xxxii, p. 1192 punctured. The patient ultimately recovered. This report ought to be borne in mind, as in most cases of operation for the removal of small parovarian cysts the patient fares well after the operation.
Several instructive reports of axial rotation of broad ligament cysts are to be found in the Transactions of the Obstetrical Society of London, one by Leith Napier (xxxiv, p. 124), a second by Arnold Lea (xxxix, p. 8), and a third by F. J. McCann (xlviii, p. 179) . In the third, haemorrhage occurred into the broad ligament. Freeland Barbour' two years ago read notes of a fatal case where blood was extravasated into the broad ligament and along the left ovarian, close up to the renal vein; the operation was performed when it was too late to save life. Axial rotation of a pedunculated ovarian cyst is rarely associated with so grave a complication. I may note that in my specimen, exhibited this evening, the ovary was not involved in the rotation. Twisting of the Fallopian tube alone, as described by Hamilton Bell, Malcolm, and others, is a complication of a different class.
' "Broad Ligament Cyst with Twisted Pedicle," Journ. Obst. and Gyn. Brit. Emp., 1906, x p. 91.
Case of Very Early Ectopic Gestation with some Unusual
Symptoms.
By H. MACNAUGHTON-JONES, M.D. 4 THE patient, who had been married three years, sought advice in October, 1897, for the relief of severe dysmenorrhcea, at the same time expressing her disappointment that she had not become pregnant. Some stenosis of the cervix uteri and a slight uterine discharge were the only detectable abnormalities. The uterine canal was dilated and the uterus curetted. Menstruation came on regularly and painlessly until March 6, 1908. A catamenial period was then due; for a week she had constant pain, but no menstrual discharge. The catamenia then appeared and the pain ceased. After a few days the flow almost disappeared, but for the following month there was a slight, painless, and nearly continuous discharge. On April 9 the patient passed a small body, which was destroyed by her husband (to save her anxiety). From his description it appears to have been a cast of the uterus. On examination a comparatively small tumour could be felt on the left side, quite distinguishable from the ovary.
